The uptake of invasive cardiological investigation and cardiopulmonary bypass procedures by the North West Surrey Health District was audited over the years 1979-88. Growth was almost continuous throughout the ten year period. The need within the district each year for coronary angiography seemed to be between lll and 171 and for surgical revascularisation of the myocardium between 63 and 96 procedures; the first figure is the mean of the second quinquennial period and the second figure the total for 1988. After correction for the standardised mortality ratio -and catchment area, the national requirement should lie between 690 and 1070 coronary angiograms and 390 and 600 coronary artery bypass graft operations per million population each year. There is a further national requirement for 70 valvar heart operations and 30 miscellaneous procedures per million population each year. Owing to delays in the provision of services, 20 patients died of a cardiovascular cause while they were on the waiting list for investigation or surgery. In the United Kingdom the annual target to be achieved by 1990 was 300 coronary artery bypass procedures per million population.
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Patients from the health district (whether within the National Health Service or the private sector) requiring invasive cardiological assessment or investigation or both are referred by the-district cardiological unit. Two audits (1983, 1986)2 indicated that referral of "in district" patients made by other means was closely matched by cross boundary inflow of patients from without the district. Information on demography, symptoms, medication, non-invasive assessment, and the date and outcome of invasive investigation or intervention on patients-.referred is recorded on an ongoing data base.
"Ischaemic-heart disease" in this study includes chronic stable angina, the acute coronary syndromes, atypical chest pain requiring angiography, and heart failure secondary to coronary artery disease with or without nonrheumatic mitral valve regurgitation. "Valvar heart disease" includes isolated aortic valve disease with or without coronary artery disease, chronic rheumatic heart disease affecting at least one heart valve, and mitral leaflet prolapse requiring investigation/surgery. Conditions Figure 1 shows the total number of I referred by the district unit for invasiv4 tigation and intervention during the 1979-88. There was a sustained growtl number of patients referred for investig ischaemic heart disease, which was pa during by the numbers undergoing subsequent coronmnce of ary artery bypass grafting. The waiting time to unit implantation for symptomatic complete atrioventricular block rose from a mean (SEM) of 2-6 (0 5) days in 1982 to 47-5 (12 0) days in 1988. One patient on the waiting list for permanent pacing died. Table 3 shows the patients referred for miscellaneous procedures. The numbers in each category are too small for further analysis.
Discussion
There is a consensus on the assessment of prognosis of ischaemic heart disease,"' on the role of invasive investigation,'2 and on the part played by revascularisation of the myocardium and its management.'3 14 Symptoms of angina that do not respond to medical treatment and a high risk of myocardial ischaemic events demand angiography. Surgical revascularisation may improve both the symptoms and the prognosis in certain patterns of disease,1' although the benefits of surgery may not be long lasting. ' But North West Surrey has a lower than average death rate from coronary heart disease.' By taking into account the standardised mortality ratios for the health district for ischaemic heart disease (0-78) and for valvar heart disease (1 0), we projected the national need by dividing the district population requirement by the mortality ratios. Based on our experience, therefore, there appears to be a national annual requirement for at least 690 coronary angiographic procedures and 390 coronary artery bypass procedures per million population, the valvar figure remaining unmodified. Because the numbers are tending to rise, this is likely to be an underestimate. If one were to rely on the 1988 experience alone, then the relevant figures would be 1070 coronary angiographic procedures and 600 coronary artery bypass procedures per million population per annum. The number of patients undergoing percutaneous transluminal angioplasty was too small for such analysis.
In the United Kingdom, in 1986 the where the incidence of coronary artery disease is roughly similar. We have previously commented that this target' appears to be a serious underestimate unless our experience is unrepresentative and this seems unlikely from our analysis of the pattern of disease encountered. The demonstrated shortfall in available care has consequences in economic terms and in terms of morbidity and of mortality for those patients who are not privately insured. In the North West Surrey Health District there appears to be a two tier system with unacceptable and increasing delays in the public sector.6 This may be attributed to inadequate provision related to funding in this sector.
Resources are finite but it is to be hoped that the demonstrated need will permit fairer and more objective decision making in terms of health care policy. '5 
